MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63<0423680
DEPARTMENT OF PUBLIC HEALTH AND WELFAR

DO NOT WRITE AMENDED Registration District No v __Reglatrar's No

ON THIS STUB FH_ED NV T 041"[“:) R
1. PLACE OF DEATH L7 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY “olt a. STATE Missourl b. COUNTY Holt admiasion)
b. C‘I)TnY {If outside corporate limits, give TOWNSHIP only) Length of stay in Ik €. CITY Inside Limlis

TOWN Lewis Township 6 months Town New Point Yes O No [
e. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If curside, giva location) Reside on Farm

HOSPITAL OR
HOSIIALSR  Pleasant Hill Home Yo Nor| AU Yo B No D

STATE FILE NUMBER

VS 300
Rev. 4/59

1
o]

20 Yty

3 3. NAME OF _DECEASED Firsy Middle 4. DATE Month Day Year

{Type or print)
BERT HAMM DEATH November 11, 1963

5. SEX 46, COLOR OR RACE 7. Married [1  MNever Married [} |8. DATE OF BIRTH | . AGE (lsst birthday) | IF UNDER ) YEAR I UNDER 24 HR
uhi te Widowed X Divarced O [ 83 Months Days Hours Min.

10a. USUAL QCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE [City and state or country} | 12. CITIZEN OF WHAT COUNTRY

during PHRAYEY TeaBBrgE e Cc. Maintenance New Point, Missouri U.S.A,

13a. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

DATE AMENDED

;

o

James Hamm Catherine Shunk Alice Hamm
15. WAS DECEASED EVER IN LS. ARMED FOQRCES? 16. SQCIAL SECURITY NO. 17. INFORMANT Address

(Yes, no, or unknown)[ (If yes, give war or dates of serv

18. CAUSE OF DEATH (Enfer only one couse pef fing S INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: d OWAND DE
IMMEDIATE CAUSE () MZ/ (-
Conditions, if any, DUE TQ (b) E w/”'

wb'::kh gave I'il!( r;: MWMMM »

above cause (s,

tating the under. Lf

I!y?nrgng l:au.:au luat. OUE TQ () M/M L4

PART 11, OTHER SIGNIFICANT CONDITIONS COVIBUTING TO DEATH but not ralsted to the tey II1I| PART 111, decessed was  fornale  wan -
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diseass condition given in PART | (a} rhere » pregnancy in last 90 dayp.

[O Yes LD NnJ O Unknown

16. WAS AUTOPSY /NafACCBENT SUIICJIDE HOM&CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Emver nefure of injury in PART | or PART Il of item 18.)

PERFORMED?
YES [J NO @/ .

20c IIME OF "+~ Houl . Month,.Day, Year.|.
iNJURY am’
- p.m.
+20d. INJURY QCCURRED 20e. FLACE OF INJURY [e.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AY WORK [ farm, factory, sireet, office bldg., ete.}
NOT WHILE AT WORK [}

21 -1 anended the deceased !rnrn ; L A—‘f ?41— Inw ’/'[ //VC} and last saw m:‘_a'ive nn7ou 'll ) Pa_.s

m on the date stated above, and to the best of my knowledge, from the causes stated.

o ﬂ-AEDICA_L‘CERUFICATION

Ceath occurred at.

IGNATURE (Degrec e titla} 22b. ADDRESS 22c. DATE SIGNED
%VW-? WV\ ‘AJV"’ MD Mound City, Missouri 11/13/63

23a, BU L, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)

B:JAtL-iS:]c,IM 11/13/63 New Point Cemetery New Point, Missouri

RAL DIRECTDR - ADDRESS ) 25. DATE RECD, BY LOCAL REG. ™ REGASTRAR'S SIGNATURE
. Mound City, Mo. //'/3’/9'63 /QM.«;Q‘{

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.

- L
(Licensed Embalmer‘s Statemant on Reverse Side)
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. STATEMENT BY LICENSED EMBALMER

P O - TS Sy - . .
‘I"hereby certify. that the body whose- name- is “recorded-on the reverse side of this certificate was embalmed

or by Student Embalmer No.

tC
working under my personal supervision.

Student

Signature of Studen! Embalmer

Llcensed Embalmer No. ﬁ? é

: P 0. Al:h:lressLMM_@#_A’o

Note: "The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|s OWN HANDWRITING (Failure to comply
with the above gonstitutes . grounds, for revocation of ||cen5e) . : SRR
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng ) )
If thls bod‘y ls nol embalmed fact should be so sfated above.
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